A man, aged 84 years, underwent a scheduled CABG without incident. There was no history of personal or familial psychiatric problems and no history of excessive alcohol intake. On day 1 after surgery, the psychiatric consultant was called to see the patient because he asserted that he was to be filmed. When first seen, the patient was calm and cooperative, the sensorium was clear, and he denied any worries. He displayed a euphoric affect and felt himself to be extraordinarily well. He reported that, when he awoke from anesthesia, he was convinced that he had not been operated upon because he felt no pain and "everything appeared so smooth." He then said that television crews could film him and that the marvelous medication he had been given should be publicized.
Toward nighttime, he became demanding, wished to leave for home, and was irritable when given instructions to follow regarding his care. He was sleepless the whole night, and his agitation in regard to going home mounted, despite his having received 12 mg of haloperidol. The next day, he opposed any attempts to talk him down, requested that he be discharged, and was more irritable and expansive. He said he could not believe he was still alive and that the operation was such an easy matter that it was almost a miracle. He said that his father had died from heart disease without the benefit of such an operation and that he had known friends that had refused CABG and had died. He denied any worries. He was not sure that he was not dreaming and rambled about someone during the night wanting to set a fire to cover a murder. Within an hour, he was given 20 mg intravenous haloperidol and during the rest of the day received another 18 mg intravenously. Stimulation was kept to a minimum, light was dimmed, and he recovered some sleep. The next morning he awoke rested, was calm, and requested that he be shaved and groomed. He had almost no recall of the previous day, remembering only a strange, dreamy state. He again said how easy it was to go through such an operation. He was transferred to ward care. Later, he admitted that he had had some fear of passing away and was so happy that his surgery went well that he could hardly believe it. His subsequent hospital stay was uneventful, and he was discharged home less than a week after surgery.
This report stresses the manic aspect of the short postoperative psychotic flare-up. Such a clinical syndrome should be distinguished from both toxic-organic mania occurring frequently secondary to cerebrovascular lesions (1,2) and secondary mania as described by Krauthammer and Klerman (3) , wherein a true manic episode occurs some time after surgery (4,5), physical illness, or drug use, usually after discharge from hospital. The case presented here focuses on the importance of the manic defense in the configuration of immediate postoperative psychosis.
Such a symptomatic pattern meets the clinical aspects of the manic presentation. The clinical triad of elated mood, expansive talking, and increased behavioural activity was present in this case along with a clear sensorium and the absence of significant confusion, purposeless agitation, or important paranoid features accompanied by mistrust. The patient's elated mood was expressed in the wish to have a television crew film him to publicize the event.
The psychiatric consultant equated this to an "anti-necrologic notice"-a major defense against denied death anxiety. Such massive anxiety, experienced soon after awakening from anesthesia, can rarely be expressed as such so early in a patient's postoperative course; it is either acted upon or formulated in a deluded fashion. The psychological usefulness of such a transient and benign psychotic flare-up can be conceptualized as a kind of fast-track metabolic pathway to reduce excessive anxiety until postoperative experience reassures the patient.
François Sirois, MD Sainte Foy, Quebec

Road Rage: Old Wine in a New Bottle
Dear Editor: In driving research, the debate about the relevance of temperamental factors and psychopathology has a long history. Tillman and Hobbs' classic 1949 article, "The Accident Prone Automobile Driver," is the first in the psychiatric literature to describe a link between psychiatric illness and driving problems (1) . These researchers recruited 96 drivers who had 4 or more accidents and compared them with accident-free drivers. Clinical evaluation showed that the accident repeaters were "more aggressive, impulsive, resentful of authority and lacking in social responsibility." The authors coined the phrase, often repeated in the literature , that "a man drives as he lives." The debate continues.
Smart and others' timely article "Psychiatric Distress Among Road Rage Victims and Perpetrators" (2) raises several important points regarding underlying psychopathology in this condition. Intermittent explosive disorder is a condition that falls within the impulse-control disorder spectrum. One of the most common categorical diagnoses that underlie impulsecontrol disorder in adults is attention-deficit hyperactivity disorder (ADHD)-often unrecognized. A good developmental history would usually reveal a childhood diagnosis of this condition. This is significant: the bestdocumented evidence for psychiatric illness and impulsive driving relates to ADHD (3, 4) . This differential diagnosis of impulsivity is very important with regard to clinical management. We now have evidence from Cox and others that, in driving simulator studies, stimulant medication significantly improves driving performance by subjects with uncontrolled ADHD, as well as preliminary evidence that stimulants may also improve driving behaviour on the road (5). Jerome and Segal reported on 100 consecutively presenting patients with ADHD (6) . Some 80% of these had ADHD, including a combination of both inattentive and hyperactive and impulsive symptoms (combined type). Self-report and collateral data collected with a structured interview questionnaire, the Jerome Driving Questionnaire, indicated that subjects with ADHD, combined type, experienced high levels of frustration and impulsive behaviours in relation to other drivers on the road. Their reported driving behaviours fulfilled the criteria for road rage described by Smart and others (2). Cloninger's Temperament and Character Inventory was used to establish personality profiles from this group and a similar group of patients with ADHD, combined type, attending an outpatient clinic at the Centre for Addiction and Mental Health. These profiles showed a high prevalence of externalizing personality disorder (7; personal communication, Dr Umesh Jain, 2003). When treated with stimulants, these patients described a parallel improvement on the JDQ and resolution of ADHD symptoms. Impulsivity also occurs in a range of unconnected categorical conditions that have their common pathway of expression through deficits in executive function (8) . For example, impulsivity as a chronic intermittent condition may well reflect chronic emotional lability, which often is seen as part of chronic dysthymia or borderline personality organization or, less often, reflects a frank mood disorder. Stimulant medication would not be expected to improve emotionally based impulsivity; it would more likely worsen it.
The current Canadian Medical Association guidelines on driving safety include road rage as a subcategory of emotional disorder (9) . The latest edition includes ADHD as a reportable condition if it is uncontrolled and associated with impulsive driving. Impulsive road rage may reflect separate orthogonal variables of cognitive impulsivity and emotional lability, which may require quite different treatment modalities. Further careful research into this nonspecific syndrome, which appears to be presenting with increasing prevalence, seems to have merit, both for public health measures and, possibly, for psychiatric practice.
We have used the General Health Questionnaire (GHQ) in our own research (5) . The GHQ, a general psychiatric screening instrument for identifying people experiencing psychiatric distress, has proved very useful in survey research (6) . However, it does not assess impulse-control disorders, explosive behaviours, or aggression. Virtually all its items deal with depression, anxiety, and feelings of stress. No questions probe aggression, hostility, or impulse control. Future research in this area would therefore profitably consider these potentially important factors.
Much remains to be done in research on road rage and psychiatric distress. Both victims and perpetrators of road rage should be examined with psychiatric instruments that allow for the identification of ADHD and impulse-control disorders as well as depression and anxiety. As Dr Jerome suggests, mood disorders may underly impulsivity. At present, we also know nothing of how road rage behaviour in young people may relate to various psychiatric problems. It is also important to note that our work does not allow the disentanglement of cause-effect relations; thus we must keep in mind the importance of considering road rage as a cause of such problems as depression and posttraumatic stress disorder (PTSD) (for example, 7).
Available evidence makes it clear that motor vehicle collisions wherein road rage may have played an important role (8) are a major source of injuries and premature death in Canada and also a major source of psychiatric problems such as PTSD (9, 10) . Additional efforts to understand the role of psychiatric problems as both precursors to and results of motor vehicle collisions should be considered as a research priority. We completely agree with Dr Jerome that further understanding of road rage may have important implications for public health and psychiatric practice.
